Discussion  by unknown
Acquired Cardiovascular Disease Song et al
A
C
D16. Andacheh ID, Donayre C, Othman F, Walot I, Kopchok G, White R. Patient out-
comes and thoracic aortic volume and morphologic changes following thoracic
endovascular aortic repair in patients with complicated chronic type B aortic
dissection. J Vasc Surg. 2012;56:644-50.
17. Kim KM, Donayre CE, Reynolds TS, Kopchok GE,Walot I, Chauvapun JP, et al.
Aortic remodeling, volumetric analysis, and clinical outcomes of endoluminal
exclusion of acute complicated type B thoracic aortic dissections. J Vasc Surg.
2011;54:316-24.
18. Kang WC, Greenberg RK, Mastracci TM, Eagleton MJ, Hernandez AV,
Pujara AC, et al. Endovascular repair of complicated chronic distal aortic dissec-
tions: intermediate outcomes and complications. J Thorac Cardiovasc Surg.
2011;142:1074-83.
19. Virtue Registry Investigators. The VIRTUE registry of type B thoracic dissec-
tions—study design and early results. Eur J Vasc Endovasc Surg. 2011;41:
159-66.
20. DakeMD, ThompsonM, van SambeekM, Vermassen F,Morales JP. DISSECT: a
new mnemonic-based approach to the categorization of aortic dissection. Eur J
Vasc Endovasc Surg. 2013;46:175-90.
21. Manning BJ, Dias N, Manno M, Ohrlander T, Malina M, Sonesson B, et al. En-
dovascular treatment of acute complicated type B dissection: morphological
changes at midterm follow-up. J Endovasc Ther. 2009;16:466-74.
22. Qing KX, YiuWK, Cheng SW. Amorphologic study of chronic type B aortic dis-
sections and aneurysms after thoracic endovascular stent grafting. J Vasc Surg.
2012;55:1268-75.
23. Quint LE, Platt JF, Sonnad SS, Deeb GM, Williams DM. Aortic intimal tears:
detection with spiral computed tomography. J Endovasc Ther. 2003;10:505-10.
24. Khoynezhad A, Walot I, Kruse MJ, Rapae T, Donayre CE, White RA. Distribu-
tion of intimomedial tears in patients with type B aortic dissection. J Vasc Surg.
2010;52:562-8.
25. Dinsmore RE, Willerson JT, Buckley MJ. Dissecting aneurysm of the aorta:
aortographic features affecting prognosis. Radiology. 1972;105:567-72.
26. Qin YL, Deng G, Li TX, Jing RW, Teng GJ. Risk factors of incomplete throm-
bosis in the false lumen after endovascular treatment of extensive acute type B
aortic dissection. J Vasc Surg. 2012;56:1232-8.
27. Karmonik C, Duran C, Shah DJ, Anaya-Ayala JE, Davies MG, Lumsden AB,
et al. Preliminary findings in quantification of changes in septal motion during
follow-up of type B aortic dissections. J Vasc Surg. 2012;55:1419-26.
28. Huang CY, Weng SH, Weng CF, Chen WY, Chen IM, Hsu CP, et al. Factors pre-
dictive of distal stent graft-induced new entry after hybrid arch elephant trunk
repair with stainless steel-based device in aortic dissection. J Thorac Cardiovasc
Surg. 2013;146:623-30.
29. Nienaber CA, Kische S, Zeller T, Rehders TC, Schneider H, Lorenzen B, et al.
Provisional extension to induce complete attachment after stent graft placement
in type B aortic dissection: the PETTICOAT concept. J Endovasc Ther. 2006;13:
738-46.Discussion
Dr John S. Ikonomidis (Charleston, SC). Congratulations on a
very interesting study that is advancing our knowledge about the
predictive factors for remodeling and FL thrombosis. I wonder if
you could reconcile a few issues for me.
You defined partial thrombosis as a situation in which both flow
and thrombus are present in the FL, but I wonder whether this is a
specific enough definition. I wonder if you would comment on
exactly what you mean by flow. For example, from the CT scans
that you have, if you see a patient with a simple type I endoleak,
are you defining that as flow?
Dr Song. Yes. Thank you for your comments, Dr Ikonomidis.
Regarding the FL status, if some contrast is present in the FL
with the arterial phase or delayed phase, we regard the status of
the FL as partial thrombosis. If we cannot find any contrast in
the arterial phase and delayed phase, we regard it as complete
thrombosis.
In other words, we regard the contrast as flow. But the CTA
might not be the most sensitive or specific method for analyzing932 The Journal of Thoracic and Cardiovascular Surgthis endpoint given the reports about various dynamic magnetic
resonance imaging techniques.
Also, in our study, no type Ia endoleaks occurred. Thus, the FL
will be thrombosed from top to bottom. I think that immediately
after TEVAR, antegrade flow or retrograde flow is always present
to the FL in the distal part. If it has not disappeared at the latest sur-
veillance scan, it can be classified as partial thrombosis.
Dr Ikonomidis. Thank you. Second, in the Gangnam TEVAR
registry, you identified 20 of 103 patients who had undergone elec-
tive TEVAR. How many patients in that registry had chronic type
B dissections that were not included in this analysis from that reg-
istry? Also, did they undergo stent grafting, or, if not, what was the
reason that they were not included?
Dr Song.Yes. The Gangnam TEVAR registry identified 103 pa-
tients who had undergone elective TEVAR within a 1-year period.
Among those, about 40 patients had a degenerative aortic aneu-
rysm, 30 had acute type B aortic dissection, and 10 had traumatic
dissections.
Also, we are following up many patients with chronic type B
dissection by ourselves, and if the aneurysm expands>5.5 cm or
the growth rate is>5 mm in 6 months or if newly developed
back pain or continuous pain or malperfusion is present, that is
an indication for elective TEVAR.
Also, during this study period, 4 patients underwent surgical
repair of the thoracoabdominal aorta. All these patients were
very young or had some connective tissue disease or concomitant
enlargement of a dissecting aneurysm at the abdominal aorta.
Dr Ikonomidis. Thank you. My last question pertains to the
report, in which you state that in all patients, full coverage of the
descending thoracic aorta was achieved. However, in this partic-
ular study, it becomes apparent that there was progression in the
distal landing zone, first in the mid-descending thoracic aorta
and progressing distally such that in some patients juxtaceliac
coverage was present.
Could you comment on the differences in the distal landing
zone and did that happen as a result of the anatomy that you saw
or as the result of a progressive change in your selection of the
distal landing zone?
Dr Song. Yes. I apologize that I have made some confusion for
you, but our basic principle for TEVAR for the patient with a
complicated type IIIb aortic aneurysm is to cover all the visible
communicating channels at the descending thoracic aorta.
For the 2 patients in group 3 whose distal landing zone was at
the mid-descending thoracic aorta, no visible tears were seen on
a CTA at the distal part of the descending thoracic aorta.
We experienced new intimal tears at the end of the stent graft in
the 2 patients. After that case, we decided not to deploy any more
stents at the mid-descending thoracic aorta level but to cover the
whole descending thoracic aorta and treat down to just above the
celiac trunk. It was our intent to cover all the visible and invisible
communicating channels, if possible.
Dr Ikonomidis. Thank you very much, and, once again, con-
gratulations for a nicely performed and presented study.
Dr Song. Thank you.
Dr HishamM. F. Sherif (Newark, Del). I have no financial dis-
closures. Thanks very much for your nice presentation.
You state that one of the reasons for aortic remodeling is persis-
tence of intercostal segmental artery flow, which technically con-
stitutes a type II endoleak.ery c September 2014
Song et al Acquired Cardiovascular DiseaseMy 2 questions are, first, at the time of deployment of the en-
dograft, was that recognized, and if so, was it addressed at the
time? Also, if it has not been addressed, are you planning to
follow-up on this endoleak with another study to see whether other
measures have eliminated it or not?
Dr Song. Thank you for your excellent questions. However,
very few reports have been published about type II endoleaks for
chronic type III aortic dissections.
In a case with acute type B dissections, 1 study commented
on the visceral branches for the backflow from the visceralThe Journal of Thoracic and Cabranch to the FL. However, as far as I know, no report has
yet been published about ICAs from the FL that make retrograde
backflow to fill the FL and prevent FL thrombosis. I think it is
very difficult to know if a type II endoleak from the ICAs is
present at intervention. Also, I cannot tell you about the type
II endoleak, which is a terminology frequently used with the
degenerative aneurysm, because the pathologic features are
clearly different between chronic IIIb aneurysm and degenera-
tive aneurysm.
Dr Sherif. Thanks for the presentation.rdiovascular Surgery c Volume 148, Number 3 933
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